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Objectives: Overuse of health services is increasingly recognized as a problem that 
affects both quality and costs of health care. An important next step to measuring 
overuse is identification of appropriate datasets. Our study evaluated the potential 
of using health insurance claims data to document the use and associated spend-
ing of services identified by clinical guidelines as having low-value. MethOds: 
Claims data from a not-for-profit Upper Midwest health insurance plan serving 1.6 
million enrollees in 2011 were analyzed to determine the potential for quantifying 
the inappropriate use of four low-value services endorsed by the Choosing Wisely 
initiative. The services included: 1) Imaging studies for acute non-specific low back 
pain, 2) Pap-test cervical cancer screening for women younger than 21 years, 3) 
Prostate-specific antigen screening for prostate cancer for men older than 75 years, 
and 4) Screening colonoscopy for adults older than 75 years. Results: Only 4% of 
the patients with low back pain received an MRI within six weeks of diagnosis. PSA 
tests for men over 75 years old were somewhat higher (8%), but the unit cost for 
these procedures was only $27. Three percent of enrollees over 75 years old had 
colonoscopies and inappropriate Pap tests were about 2%. cOnclusiOns: While 
we have been able to demonstrate how a private sector health plan can monitor 
the use of low-value services. The savings that this health plan can achieve is less 
than expected and less than other recent national estimates. Consequently the 
use rates appear to be much higher in other geographic locations where there are 
fewer large multi-specialty group practices with extensive quality assurance pro-
grams in place. Health plan claims data capture services for patients regardless of 
where the care is obtained. We can analyze the influence of patients and providers 
characteristics associated with low-value services and informed clinical and policy 
interventions can be developed.
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Objectives: To assess the usefulness of clinical pharmacy services in surgery 
department of a tertiary care teaching hospital in South India MethOds: With 
initial briefing about clinical pharmacy services and consent from the Chair, 
Surgery department, Clinical Pharmacy Services were offered for a period of six 
months. The services offered were drug information, detection, monitoring and 
reporting of adverse drug reactions, patient counseling and therapeutic interven-
tions. Usefulness of the services was evaluated at the end of the study period using 
descriptive statistics. Results: During the study period, a total of 526 clinical 
pharmacy services were provided to the surgery department. Among them 38.02% 
account for adverse drug reactions followed by 27.19% drug information, 22.05% 
patient counseling and 12.73% of pharmacist interventions for rationalizing drug 
therapy. Among the ADRs, vomiting (29.50%), diarrhea (17.50%), neutropenia (16.50%) 
were the major ADRs detected. Majority drug information provided was chemo-
therapy protocols (68.53%) followed by dosage and administration of drugs (13.98%). 
Counselling services was offered to patients with diabetic foot infections (27.58%), 
cellulitis (21.55%), appendicitis (12.93%), and pancreatitis (10.34%). Pharmacist 
intervention was found to be highest for untreated indication (46.26%) followed 
by dosage adjustment in renal impairement (14.92%), and dosage adjustment in 
hepatic impairement (11.94%). The overall satisfaction rate was found to be 8 out of 
10 scale. cOnclusiOns: Clinical pharmacy services offered to surgery department 
helped in improving overall patient care and clinician satisfaction
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Objectives: Follow-up after hospitalization for mental illness is a standard HEDIS 
(Healthcare Effectiveness Data and Information Set) quality indicator that may 
affect risk of relapse. This study evaluated rates of follow-up visits and implications 
for re-admissions for patients with schizophrenia or bipolar disorder using admin-
istrative claims data. MethOds: A cross-sectional analysis of Optum Clinformatics 
data (1/1/2013–12/31/2013) was completed for two cohorts – schizophrenia (with or 
without bipolar) and bipolar only. Schizophrenia patients were required to have ≥ 1 
inpatient or ≥ 2 outpatient claims for schizophrenia and ≥ 1 antipsychotic medica-
tion claim. Bipolar patients were required to meet the same criteria and also be≥ 18 
years old. Patients were identified as having follow-up after a psychiatric-related 
hospitalization if they had an outpatient visit with a psychiatric diagnosis within 
7 days of discharge of each psychiatric hospitalization they had in the analysis 
period. Logistic regression analysis was undertaken to assess the effects of a 7-day 
outpatient follow-up visit on likelihood of readmission, controlling for age, sex, 
substance abuse, other psychosis, antipsychotic MPR, and use of antidepressants, 
anxiolytics, anticonvulsants, and mood altering drugs. Results: The schizophrenia 
cohort (N= 4,164) had mean (SD) age of 36.9 years (15.6), 51.2% had other psychosis, 
and 43.2% had a psychiatric hospitalization. The bipolar cohort (N= 21,768) had mean 
(SD) age of 40.0 years (13.1), 40.0% had other psychosis, and 28.0% had a psychiat-
ric hospitalization. Among patients with ≥ 1 psychiatric hospitalization, 30.3% and 
32.9% had outpatient follow-up visits within 7 days in the schizophrenia and bipolar 
cohorts, respectively. Using multivariate analysis, patients with follow-up within 7 
days of discharge had a > 50% reduction in likelihood of 30-day re-admission in both 
cohorts (Schizophrenia: OR= 0.40; 95% CI= 0.31-0.51; p< 0.0001 and Bipolar: OR= 0.46; 
health institutions of Tigray Region, Ethiopia. MethOds: A health institution 
based quantitative and qualitative cross-sectional study was conducted among 
845 pregnant women and 72 healthcare providers, from March to June 2012. The 
sample size was divided among twelve health facilities proportional to the total 
number of pregnant mothers in the facilities and selected by systematic sampling 
technique. Quantitative data were collected by trained data collectors through 
face-to-face interview of pregnant mothers using pre-tested, semi-structured 
questionnaire. In-depth interviews with healthcare providers and 11 focus group 
discussions of 108 clients were used to collect qualitative data. Logistic regression 
test was employed to assess determinants of client satisfaction. Results: 702 
(83.1%) of the pregnant women were tested for HIV after pre-counseling; 1.6% of 
which were positive. Average client’s waiting and counseling time were found to 
be 26.4 minutes and 10.7 minutes, respectively. 48% of PMTCT service recipient 
mothers reported being satisfied with the service. The results of the qualitative 
study indicated that major barriers for PMTCT implementation were unfavorable 
attitude toward PMTCT, distance of health facilities, loss to follow up and non-
adherence. Repeatedly mentioned health professionals related barriers were lack 
of on job training to update themselves and absence of incentive for the additional 
workload. After adjusting for independent variables, waiting time of longer than 15 
minutes (AOR 2.32, 95%CI 1.53-4.78) was found to be associated with lesser clients’ 
satisfaction. cOnclusiOns: Overall quality of PMTCT service was found to be 
low in terms of waiting time length, duration of stay with healthcare providers 
and clients’ satisfaction. Giving trainings and incentivizing healthcare provid-
ers, educating clients and improving the accessibility of service would help to 
minimize PMTCT implementation barriers thereby contributing to better service 
quality.
PHS170
Quality of care for cHildHood attention deficit/HyPeractivity 
diSorder: a retroSPective analySiS of MiSSiSSiPPi Medicaid PrograM
Suryavanshi M1, Banahan III B2, Hardwick SP3, Clark JP3
1Univeristy of Mississippii, Oxford, MS, USA, 2University of Mississippi, University, MS, USA, 
3Mississippi Division of Medicaid, Jackson, MS, USA
Objectives: The Centers for Medicare and Medicaid (CMS) core set of quality 
measures for use in Medicaid and the Children’s Health Insurance Program (CHIP) 
includes a measure for follow-up care within 30 days of a child initiating treatment 
with an attention deficit disorder (ADHD) medication. The objective of this study 
is to document the proportion of children in Mississippi Medicaid who received 
a follow-up visit within 30 days of initiating a stimulant for ADHD. MethOds: A 
retrospective analysis was conducted using Mississippi Medicaid medical claims, 
pharmacy claims and beneficiary eligibility data for the time period July 2012 to 
December 2013. 2013 was the observation year for initiation of stimulant therapy. 
Inclusion criteria were age < 21 at time of initiation of therapy, continuously 
enrolled for 180 days prior and 30 days post prescription start index date (PSID), 
and PSID occurred during observation year. Beneficiaries were considered to have 
received follow-up if a claim for an office visit occurred within 30 days of the 
PSID. Results: 6,354 children met the inclusion criteria and 3,769 (59.3%) had 
a follow up visit within 30 days. The prescribing physicians were primary care 
physicians (PCPs) for 49.5% of patients, psychiatrists for 23.2%, and other types of 
prescribers 27.3% of the time. PCPs had the lowest rate of follow up visits; 51.0% 
compared to 55.6% for psychiatrists and 54.1% for other prescribers. There was 
considerable variability in rates for MDs in each provider type. cOnclusiOns: The 
Mississippi rate of 59% follow up is above the national average of 46% reported in 
the 2014 CMS Annual report on child quality measurement for FFY 2013. Although 
PCPs had the lowest rate, all provider types needed improvement on this meas-
ure. Educational interventions are needed to improve the state’s performance 
on this measure.
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Objectives: Quality improvement initiatives in US health care increasingly focus 
on physician and hospital performance against rigorous, evidence-based quality 
measures (QMs). Over the last decade, the universe of QMs has grown exponen-
tially and continues to grow. We examined the landscape of current QMs across 
multiple diseases to better understand the evolving nature of quality measure-
ment. MethOds: Publicly available databases of QMs were searched to identify 
indicators in a wide range of disease states over a period of 3 years. All identified 
QMs were bundled by disease area and plotted on a landscape matrix, assessing 
the maturity of quality science and burden of disease (based on prevalence, pub-
lic health impact, and cost). The distribution of QMs in the matrix was validated 
through in-depth interviews with payers (n= 20) and providers (n= 7). Results: QMs 
in disease areas with low disease burden and immature quality science (e.g., schizo-
phrenia) are rare or non-existent. Disease areas with significant disease burden but 
less developed quality science (e.g., oncology) have relatively few QMs in adoption 
but are rapidly adding new QMs and refining current QMs. High-burden diseases 
with mature quality science (e.g., diabetes) have multiple QMs that are well-
entrenched and stable, with relatively less addition or refinement. Findings from 
the landscape matrix exercise were validated through interviews with payers and 
provider groups, focusing on their current and future quality improvement agendas, 
and quality activities linked to incentives. cOnclusiOns: Implementation of qual-
ity measures varies by disease state characteristics, including public health impact 
and the maturity of measurement science. A tight focus on producing new metrics 
may not be the best way to advance quality in every area. For some diseases, efforts 
may be more productive if directed toward strengthening the quality infrastructure. 
Examples include improving measurement capability, establishing quality domains, 
or standardizing clinical practice guidelines.
